Editorial
Young patients referred for orthodontic treatment often suffer from plaque related gingivitis. Many dentists are reluctant to refer adult patients for orthodontic treatment if they have suffered, or are suffering from, obvious signs of periodontal disease such as chronic periodontitis. Most humans suffer from periodontal disease at some time in their lives. The severity of the disease varies widely. Nearly all fixed orthodontic appliance patients will get gingivitis at some point during their treatment. 1 Gingival enlargement and inflammation are often transient and resolves within weeks of debond. 2 It has been suggested that the contemporary use of bonded rather than banded orthodontic appliances bonds may result in less gingivitis. 3 Fixed orthodontic appliances cause an increase in all bacterial counts 4 around the bracket and band's ecosystem. 5 There is a decrease in facultative anaerobes and an increase in anaerobic rods, spirochaetes and other motile organisms. Adolescents have certainly been shown to suffer worse gingivitis than adults during orthodontic treatment. 1 Interceptive treatment such as the correction of lower incisors in crossbite has been found to improve periodontal health. 6 Orthodontically induced gingivitis especially the young, seems to be of little consequence in that it will resolve after orthodontic treatment in the healthy plaque free mouth.
There are however long-term effects seen in some patients. When loss of attachment in orthodontic patients compared with controls was examined, the data showed that 10% had significant attachment loss, but 50% had no attachment loss. 7 A mean loss of gingival attachment of 0.1 mm occurred compared with controls and 10% of patients show significantly more destruction than average. Greater than 1-2 mm loss of alveolar bone has been reported 8 during orthodontic treatment, but the any loss of attachment in orthodontic patients with good oral hygiene is very small reportedly as 0.2-0.3 mm compared with 0.1 mm in controls. 9 Extraction sites have shown slightly greater bone loss. 10 It seems however that progression to frank periodontal disease as a result of orthodontic treatment is uncommon. 11 Orthodontic treatment has been suggested as having a lasting effect on oral hygiene as patients maybe more aware of dental health. Long term studies however, report no difference in periodontal status between post-orthodontic and non-orthodontic patients. 12 Adult periodontally compromised patients often present with drifting teeth leading to the development, or worsening, of a malocclusion. Many orthodontists are often reluctant to provide fixed appliance therapy. There is good evidence that provided high quality periodontal intervention is carried out and the patient is able to maintain adequate hygiene procedures to control the disease, even in the presence of previous alveolar bone loss, then fixed appliance treatment can be carried out safely and satisfactorily. The primary aim before orthodontic intervention is to stabilise the periodontal condition. 13 The possible orthodontic tooth movements include alignment, space redistribution and intrusion. 14, 15 Bone loss alters the position of the centre of resistance to teeth and force required to achieve movement but the orthodontist can use reduced or increased force moments as indicated to avoid excessive alveolar bone loss. The use of tipping appliances such as the "Tip Edge" appliance will move the crown quickly without apical root movement, which may be wise in cases with horizontal bone loss. Permanent retention in such cases is always necessary by fixed or removable retainers and long-term maintenance and regular screening is mandatory in such adult cases.
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Orthodontic Treatment and the Compromised Periodontal Patient
Clinical experience of the orthodontic treatment of patients who have been successful in controlled their chronic periodontal disease is now good and such patients should not be denied orthodontic treatment.
